Indian Journal of Anaesthesia | Vol. 58 | Issue 6 | Nov-Dec 2014
Letters to Editor
A technique to prevent overfilling of viewing chamber of intravenous infusion kit Sir, In certain patients, peripheral venous access is possible only in one limb, and the blood pressure (BP) cuff can only be placed on this limb because the other limbs are being operated upon or are splinted. Inflation of the BP cuff on this limb leads to back flow of fluid/blood through the transfusion tubing leading to complete filling of the viewing chamber of the infusion kit, thereby limiting its utility. One method to prevent this is applying a pressure bag on the intravenous fluid bag. Another method is to pass part of the infusion set tubing under the BP cuff. [1] Lundberg et al. placed a modified squeeze-clamp onto a portion of the intravenous tubing and passed this between the Velcro layers of the BP cuff. [2] Inflation of the cuff caused occlusion of the tubing between the clamp and the Velcro layers. In a modification of the above method, a stylet is given the shape of a coil by passing it around the handle of a laryngoscope and the intravenous tubing is passed between the turns of this coil. This coil is then passed between the Velcro of the BP cuff. [3] Kondo et al. inserted the intravenous tubing between the halves of a spectacle case which was wrapped in a smaller pressure cuff that was connected to the patient's pressure cuff by a T connector. [4] We describe a technique that prevents overfilling of the viewing chamber. It requires an air free collapsible fluid bag and will not work with bottles. After filling the viewing chamber with sufficient fluid, the fluid bag is hung on the stand in an upside down manner using towel clip [ Figure 1 ]. The viewing chamber is pasted onto the side of the fluid bag using micropore tape (3M TM ). Upon starting the infusion, when the BP cuff inflates, fluid in the infusion tubing moves up the tube to fill the viewing chamber. Air in the viewing chamber gets pushed to the top of the inverted fluid bag. With cuff deflation, the infusion starts again. The air that was pushed into the bag moves back into the viewing chamber. The air-fluid interface in the viewing chamber and its visual utility is maintained. The entire fluid can be transfused without obscuring the vision in the viewing chamber due to fluid filling caused by repetitive inflation of the BP cuff. The viewing chamber need not be emptied repetitively to maintain vision. Dextrose containing fluids should be avoided with this technique. Mixing of blood with dextrose causes clumping and possible clot formation every time blood ascends up the tubing.
The phenomenon is explained by Bernoulli's principle. [5] For an inviscid (fluid that has no viscosity) flow, an increase in the speed of the fluid occurs simultaneously with a decrease in pressure or the fluid's potential energy. This is comparable to a siphon that works because gravity pulling down on the taller column of liquid causes reduced pressure at the top of a siphon. Application of a simple principle of physics helps in maintaining the utility of the viewing chamber of the infusion kit. Learning from our mistakes: A case of a concealed history and a casual resident
Errors are an inevitable part of anaesthetic practice.
Anaesthesiologists are humans and humans make errors. [1] A key component of reducing errors is to learn from previous mistakes.
[ 1] We report here a case of medical error which thankfully did not lead to any mishap.
A 23-year-old primigravida with prolonged labour presented for emergency caesarean section. Records of previous antenatal visits were not available and she did not give any history of previous medical/surgical illness. Physical examination and basic investigations were assessed and recorded to be normal by the seasoned junior resident anaesthesiologist who later administered her spinal anaesthesia.
After the spinal anaesthetic was given and when the patient's chest was exposed for painting, the anaesthesia consultant noticed a long vertical midsternal scar. The patient on questioning revealed history of cyanotic episodes and exertional dyspnoea throughout her childhood and that she had undergone an open heart surgery 8 years back for the same. She added that she was asymptomatic since then and was not on any medication. The caesarean section was uneventful and postoperative echocardiography revealed no cardiac abnormality.
When the patient's previous records were sought we were surprised to find that her spouse and in-laws were unaware of her previous illness. With great difficulty, we obtained the records from her parents. The records showed that she had been operated for ventricular septal defect with pulmonary stenosis and right ventricular hypertrophy.
For anaesthesiologists, the need to do more with less has produced a strong cultural acceptance of multitasking in a teaching hospital. Staff anaesthesiologists often cover two operating rooms simultaneously, supervising trainee anaesthesiologists who are dedicated to each room. [2] This might be one of the factors contributing to the error in our case. Furthermore, hurried circumstances and the speed of trying to get the case started can contribute to unsafe practices by the anaesthesiologists. [2] Ours was a case for emergency caesarean section and the surgeons were very eager to start the case. Nevertheless, inaccurate history taking due to lack of personal contact with the patient was possible in our case.
The pre-anaesthesia evaluation time is crucial and it involves a high workload. [3] It is often the most hurried and this combination may set practitioners to make errors, which could have happened in our case. A gruelling schedule leading to sleep loss and fatigue are commonly reported in interns and residents. These can lead to neurobehavioural impairments in them leading to errors. [4] As regards the initial incomplete history given by our patient, it is obvious that the woman and her parents viewed her heart surgery as a stigma and adopted concealment as a coping strategy.
Errors and misses like this can sometimes be catastrophic and at such times there can be no legal protection. After the occurrence of an error, it is ethical to disclose the true and complete nature of the error, as to how, why, where and when it occurred, and the necessary measures should be taken to avoid it in the future. [5] Reporting such incidences can later trigger warnings and ultimately create a culture of safe practice. Auditing such incidents, through meetings and gatherings, will help us in comparing what is done against the accepted reference standards and hence that corrective steps to improve performance will emerge [6] and help us progress in our learning curve.
Multitasking should be avoided and systematic pre-anaesthesia evaluation with better personal contact during history taking and a detailed physical examination with strict avoidance of shortcuts even in an emergency situation should always be done. After assessment and before starting any case, always ask oneself "Have I missed anything out?!!"
